We present a case of postpartum cardiomyopathy who presented with carpopedal spasm 72 hours after undergoing a caesarian section under spinal anaesthesia. A 25 year old primigravida with mild PIH was posted for emergency LSCS for CPD in labor. LSCS was done under spinal anaesthesia, later converted to GA for internal iliac artery ligation due to atonic uterus. Intraoperative vital parameters were stable, end operatively patient was shifted to ICU and extubated after 2 hours of ventilatory support. 3 days later, she had repeated episodes of carpopedalspasm, not responding to IV calcium infusion and progressed to laryngospasm requiring intubation. The patient had tachypnoea with respiratory alkalosis during this period. Serial X-rays showed progressively increasing bilateral infiltrates suggesting cardiac failure. Echocardiography was done which revealed severe LV dysfunction and a diagnosis of Postpartum Cardiomyopathy was made.
INTRODUCTION
Peripartum Cardiomyopathy is a relatively rare but lifethreatening disease. A wide variation in incidence rates ranging from 1 per 1500 to 1 per 15,000 live births has been reported although the currently accepted incidence is approximately 1 per 3000 to 1 per 4000 live births. Peripartum Cardiomyopathy is defined by the presence of four criteria. These include: ( 1 ) Development of cardiac failure in the last month of pregnancy or within five months of delivery; ( 2 ) Absence of an identifiable cause for cardiac failure; ( 3 ) Absence of recognizable heart disease prior to the last month of pregnancy; and ( 4 ) Left ventricular systolic dysfunction demonstrated by echocardiography criteria such as decreased ejection fraction.
Stricter echocardiography criteria have been recommended (a left ventricular ejection fraction of less than 45 percent, fractional shortening of less than 30 percent on an M-mode echocardiography scan, or both, and a left ventricular enddiastolic dimension of more than 2.7 cm per square meter of body-surface area).
We describe here a case of postpartum Cardiomyopathy with severe hypocalcaemia.
CASE REPORT
A 25 years old primigravida with mild PIH posted for emergency LSCS for large baby with CPD in labor. She was febrile-37.8°C. There was no pallor or edema, and she had a heart rate of 90/minute, blood pressure 130/80mmhg, and respiratory system -LRI with minimal crepitation in the left infra-scapular area. Cardiovascular system -normal heart sounds, no adventitious sounds. Cesarean section was done under spinal anaesthesia, later converted to GA due to atonic uterus .Blood loss was around 2 Liters. Hysterectomy and bilateral internal iliac artery ligation was done. Total duration of surgery was three hours. She received 1000 ml of Colloids, 600 ml of Packed Cells and four units of FFP. Blood pressure was stable, urine output 200ml, SPO2 98-100 % with FIO2 of 33%. Because of massive blood loss and hypothermia (35.5 ° C) she was transferred to the ICU. The patients vitals were stable, temperature improved to 37°C and she was extubated within 2 hr in ICU. Postextubation ABG were within normal limit.
On postoperative day-2, the patient was febrile, 38-39°C and had a heart rate of 120/min and respiratory rate of 25 to 30/min. Room air SPO 2 was 92% and with 40% FiO 2 98%. Decrease air entry and crepitation was noted on the left lower lung.
CXR showing infiltrates over both lower lung fields. Spo2 improved with intermittent NIV. SpO2 -98% in room air and started on antibiotics. Laboratory examination-Hb 8 gm%, completes haemogram within normal limits. Blood urea, creatinine, electrolytes and sugar were within normal limits.
On postoperative day 3 and 4, the patient had two more episode of tetany, treated with IV calcium gluconate. Serum total calcium was less than 7 meq/dl. Potassium was 2.8meq/dl. Infusion IV calcium-gluconte (elementary calcium up to 2mg/hr) (1 Ampules of 10% calcium gluconate containand 93.4 mg of elementary calcium.) IV Potassium Chloride 5meq/hr were started.
Calculation: An estimate to correct for hypoalbuminemia is to subtract 0.8 mg/dL from the total serum calcium for each 1.0-g/dL decrease in albumin below 4.0 g/dL.
On postoperative day 5 and 6 the patient had repeated episodes of carpopedalspasm, associated with tachypnea, disorientation, restlessness, confusion and blurring of vision, treated with IV calcium gluconate SPO 2 was 98% with 40% FIO 2 . Heart rate: 120/minutes, Blood Pressure: 110/70mmHg with CVP of 12mmHg. She was treated with IV calcium gluconate, and Infusion IV calcium-gluconte, Laboratory examination: total Calcium <7gm%, Magnesium 1.8 mg/dl, sodium-138, potassium-2.4meq/dl, Albumin2.6gm/dL, Total protein-4.6, 24hr Urinary calcium, phosphate and Uric acid within normal limits.
ECG: Qtc prolonged.
ABG: PaO2-182, PaCo2-37, PH-7.49 HCO3--28, SPO2-99% A-aDO2-56.
The patient had one more episode of carpopedalspasm with laryngospasm associated with desaturation and bradycardia, requiring intubation and ventilation on SIMV mode with respiratory rate of 12/minutes, PSV 12 and 40 % FIO 2 , SpO 2 was 98% . Repeat CXR showed cardiomegaly and ECG was normal. Echo heart diagnosed as postpartum Cardiomyopathy presenting as hypocalcemia.
Tablet Enalapril 2.5 mg twice daily, and tablet spiranolactone 12.5 mg once daily was started. The patient was put on fluid restriction, and maintained CVP of 10 to12 mmHg.
The patient gradually improved after 3 days of treatment. Vital parameters were normal. Spo2 was 99% with 40% FIO2. ABG was within normal limits. Serum total calcium improved to 8.5mg/dl. She was weaned and extubated on post-operative day-10. Post-extubation vital parameters were within normal limits. Repeat Echo heart after 2 weeks showed mild LV dysfunction (ejection fraction-50%) with minimal pericardial effusion, mild PAH, and no thrombus.
DISCUSSION
Peripartum cardiomyopathy is a rare but serious complication of pregnancy, presenting more commonly in the early postpartum period. Medical treatment of peripartum cardiomyopathy is similar to that for other dilated cardiomyopathies.
Management goals include preload optimization, afterload reduction and increase contractility. Anticoagulation is also considered in many patients because of the significant risk of thromboembolism before delivery When the patient develops cardiac failure before delivery, some treatment modifications are required. Angiotensinconverting enzyme inhibitors are routinely used for afterload reduction in congestive heart failure. However, these drugs are contraindicated during pregnancy because of adverse fetal effects. Alternative treatments for afterload reduction during pregnancy include amlodipine or a combination of hydralazine and nitroglycerin.
The main stay of treatment is ACE inhibitors ,diuretics and fluid restriction. This case was complicated by hypocalcemia precipitated by alkalosis due to hyperventilation.
